It is well-known fact that patients with diabetes are at higher risk for death and cardiovascular outcomes than the general population. Rawshani et al. [2] studied 71,174 patients with type 2 diabetes, who were registered in the Swedish National Diabetes Register and matched them with 1,355,870 controls on the basis of age, sex, and county. Patients with type 2 diabetes have risks of death and cardiovascular events that are 2-4 times as great as the risks in the general population. The extent to which the excess risk associated with type 2 diabetes may be mitigated, or potentially eliminated, by contemporary evidence-based treatment and multifactorial risk-factor modification is not known. Investigators assessed patients with diabetes according to age categories and according to the presence of five risk factors (elevated glycated hemoglobin level, elevated low-density lipoprotein (LDL) cholesterol level, albuminuria, smoking, and elevated blood pressure). The median follow-up among all the study participants was 5.7 years, during which 175,345 deaths occurred. In patients with type 2 diabetes, a glycated hemoglobin level outside the target range was the strongest predictor of stroke and acute myocardial infarction; smoking was the strongest predictor of death. Patients with type 2 diabetes who had five risk-factor variables within the target range appeared to have little or no excess risk of death, myocardial infarction, or stroke, as compared with the general population. The risk of hospitalization for heart failure was consistently higher among patients with diabetes than among controls (hazard ratio, 1.45). In my opinion, this study contribution to medical science is reinforcing the fact; the blood sugar control along with risk factor modification can alter the natural history of diabetes.
CARDIOVASCULAR SAFET Y OF FEBUXOSTAT OR ALLOPURINOL IN PATIENTS WITH GOUT
It is well-known fact that the risk of cardiovascular events, including death, is substantially higher in people with gout than in those without gout. White et al. [3] conducted a multicenter, double-blind, noninferiority trial involving patients with gout and cardiovascular disease; patients were randomly assigned to receive febuxostat or allopurinol and were stratified according to the kidney function. Investigators concluded that, in patients with gout and major cardiovascular coexisting conditions, febuxostat was noninferior to allopurinol with respect to the rates of adverse cardiovascular events. All-cause mortality and cardiovascular mortality were higher with febuxostat than with allopurinol. Important limitations of this study are a large number of participants who discontinued the trial treatment and the large number of participants who did not complete follow-up.
ASPIRIN IN HEALTHY ELDERLY (ASPREE STUDY)
Aspirin is a well-proven treatment for the secondary prevention of cardiovascular events; however, its role in primary prevention is not known. McNeil et al. [4] have studied the role of aspirin in the primary prevention of cardiovascular diseases in older persons, who have an increased risk. In this study, the 19,114 persons who were enrolled in the trial, 9525 were assigned to receive aspirin and 9589 to receive
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Jour nal Scan placebo. After a median of 4.7 years of follow-up, the rate of cardiovascular disease was 10.7 events per 1000 person-years in the aspirin group and 11.3 events per 1000 person-years in the placebo group. Authors of this study have concluded that the use of low-dose aspirin as a primary prevention strategy in older adults resulted in a significantly higher risk of major hemorrhage and did not result in a significantly lower risk of cardiovascular disease than placebo. [5] STUDY)
ASPIRIN IN PRIMARY PREVENTION IN DIABETES MELLITUS (THE ASCEND
Patients with diabetes mellitus have a risk of vascular events that is 2-3 times as high as the risk among those without diabetes, three but most of the diabetics do not have manifest vascular disease. Role of aspirin in secondary prevention is well proven, but no hard data were available in diabetics without apparent heart disease. In the ASCEND trial, [5] 15,480 participants with diabetes were randomly assigned to receive aspirin at a dose of 100 mg daily or matching placebo.
During a mean follow-up of 7.4 years, the use of aspirin was associated with a 12% decrease in the rate of serious vascular events; however, this benefit came at the cost of a 29% increase in the rate of major bleeding events. Investigators of this study concluded that the absolute benefits were largely counterbalanced by the bleeding hazard. [6] STUDY The goal of the ARRIVE trial was to evaluate aspirin compared with placebo among patients with moderate risk of cardiovascular disease without diabetes. In ARRIVE trial, [6] the incidence of the composite primary outcome of myocardial infarction, stroke, unstable angina, transient ischemic attack, or death from cardiovascular causes was 4.3% with aspirin and 4.5% with placebo (hazard ratio, 0.96; 95% confidence interval [CI], 0.81-1.13; P = 0.60), whereas the incidence of gastrointestinal bleeding events with aspirin was twice the incidence with placebo. Hence, overall final conclusion of the study was among patients at moderate risk of coronary heart disease, the use of aspirin was not beneficial. However, the significant limitation of this trial was lower than expected event rate.
ASPIRIN TO REDUCE RISK OF INITIAL VASCULAR EVENTS -THE ARRIVE

VITAMIN D SUPPLEMENTS FOR PREVENTION OF CANCER AND CARDIOVASCULAR DISEASE
Observational studies have shown lower rates of death from cancer and cardiovascular disease in regions with greater sun exposure than in areas with less sun exposure. investigators conducted a nationwide, randomized, placebo-controlled trial, with a two-by-two factorial design, of Vitamin D (cholecalciferol) at a dose of 2000 IU/day and marine n−3 (also called omega-3) fatty acids at a dose of 1 g/day for the prevention of cancer and cardiovascular disease among men 50 years of age or older and women 55 years of age or older in the United States. Manson et al. [7] in their study concluded that supplementation with Vitamin D did not result in a lower incidence of invasive cancer or cardiovascular events than placebo irrespective of baseline serum 25-hydroxyvitamin D levels during the trial follow-up of 5 years.
EFFECTS OF N−3 FATTY ACID SUPPLEMENTS IN DIABETES MELLITUS
The American Heart Association guidelines currently recommend n−3 fatty acid supplements for secondary prevention of coronary heart disease, and fish consumption for primary prevention is recommended in cardiovascular disease prevention guidelines. However, randomized trials of supplementation with n−3 (also called omega-3) fatty acids have shown conflicting results regarding the effects on fatal or nonfatal outcomes. These recommendations are based on observational studies, not supported by randomized clinical trial evidence. In ASCEND [8] study, investigators randomly assigned 15,480 patients with diabetes but without evidence of atherosclerotic cardiovascular disease to receive 1-g capsules containing either n−3 fatty acids (fatty acid group) or matching placebo (olive oil) daily. Investigators of this study concluded that supplementation with n−3 (omega-3) fatty acids did not result in a lower incidence of serious vascular events than placebo during the trial follow-up of 7.4 years.
MARINE N−3 FATT Y ACIDS FOR PREVENTION OF CARDIOVASCULAR DISEASE AND CANCER
Multiple observational studies have shown higher intake of marine n−3 (also called omega-3) fatty acids has been associated with reduced risks of cardiovascular disease and cancer. Investigators [9] conducted a nationwide, randomized, placebo-controlled trial, with a two-by-two factorial design, of Vitamin D (cholecalciferol) at a dose of 2000 IU per day and marine n−3 (also called omega-3) fatty acids at a dose of 1 g/day for the prevention of cancer and cardiovascular disease among men 50 years of age or older and women 55 years of age or older in the United States. Manson et al. [9] in their study concluded that supplementation with n−3 Fatty Acids did not result in a lower incidence of invasive cancer or cardiovascular events than placebo during the trial follow-up of 5 years.
IMPACT OF SMOKING CESSATION ON TYPE 2 DIABETES AND MORTALITY
Weight gain may occur in quitters after smoking cessation. Such weight may discourage quitting attempts and potentially attenuate the health benefits of smoking cessation through increasing the risk of cardiometabolic disease and premature death. Hu et al. [10] studied the impact of smoking cessation on weight change and their effect on the development of diabetes and mortality. The temporary increase in the risk of type 2 diabetes was directly proportional to weight gain, and the risk was not increased among quitters without weight gain. The risk of type 2 diabetes was higher among recent quitters (2-6 years since smoking cessation) than among current smokers (hazard ratio, 1.22. The risk peaked 5-7 years after quitting and then gradually decreased. Overall smoking cessation that was accompanied by substantial weight gain was associated with an increased short-term risk of type 2 diabetes but did not neutralize the benefits of quitting smoking on reducing cardiovascular and all-cause mortality.
M E D I T E R R A N E A N D I E T S U P P L E M E N T E D W I T H EXTRA-VIRGIN OLIVE OIL OR NUTS VERSUS LOW-FAT DIET
In observational cohort studies and a secondary prevention trial (the Lyon Diet Heart Study), increasing adherence to the Mediterranean diet has been definitely associated with lower cardiovascular risk. Estruch et al. [11] tested the efficacy of two Mediterranean diets (one supplemented with extra-virgin olive oil and another with nuts), as compared with a control diet (advice on a low-fat diet), in primary prevention in PREDIMED (Prevencion con Dieta Mediterranea) trial. In this study involving 7447 participants (55-80 years of age, 57% of women) who were at high cardiovascular risk, but with no cardiovascular disease, the incidence of major cardiovascular events was lower among those assigned to a Mediterranean diet supplemented with extra-virgin olive oil or nuts than among those assigned to a reduced-fat diet.
WEARABLE CARDIOVERTER-DEFIBRILLATOR FOR SUDDEN DEATH PREVENTION AFTER MYOCARDIAL INFARCTION
Implantable cardioverter-defibrillators (ICDs) reduce mortality among patients with a reduced ejection fraction when the devices are implanted months to years after myocardial infarction. However, two randomized trials did not show a long-term mortality benefit from ICDs that had been implanted immediately after myocardial infarction. Hence, therefore, guidelines recommend waiting for at least 40 days after myocardial infarction and 90 days after coronary revascularization for the implantation of an ICD for primary prevention. In VEST [12] trial, investigators randomly assigned (in a 2:1 ratio) patients with acute myocardial infarction and an ejection fraction of 35% or less (assessed ≥8 h after myocardial infarction) to receive a wearable cardioverter-defibrillator plus guideline-directed therapy (the device group) or to receive only guideline-directed therapy (the control group) within 7 days after hospital discharge. Authors of this study concluded that among patients with a recent myocardial infarction and an ejection fraction of 35% or less, the wearable cardioverter-defibrillator did not lead to a significantly lower rate of the primary outcome of arrhythmic death than control.
OUTCOMES AFTER ANGIOGRAPHY WITH ACETYLCYSTEINE AND SODIUM BICARBONATE
Acute kidney injury associated with contrast administration during angiography can result in accelerated progression of underlying chronic kidney disease, death and the need for dialysis, along with substantial increases in health-care costs. Using a 2-by-2 factorial design, Weisbord et a1. [13] randomly assigned 5177 patients at high risk for renal complications who were scheduled for angiography to receive intravenous 1.26% sodium bicarbonate or intravenous 0.9% sodium chloride and 5 days of oral acetylcysteine or oral placebo; of these patients, 4993 were included in the modified intention-to-treat analysis. The primary endpoint was a composite of death, the need for dialysis, or a persistent increase of at least 50% from baseline in the serum creatinine level at 90 days. Contrast-associated acute kidney injury was a secondary endpoint. This trial was done in the population, who had an estimated glomerular filtration rate of 15-44.9 ml/min/1.73 m 2 of the body-surface area or 45-59.9 ml/min/1.73 m 2 among those with diabetes mellitus. In this multinational, randomized, controlled trial (PRESERVE [13] ) in patients with chronic kidney disease who were undergoing angiography, investigators found no benefit of intravenous sodium bicarbonate over intravenous sodium chloride or of oral acetylcysteine over oral placebo for the prevention of death, need for dialysis, or persistent kidney impairment at 90 days or for the prevention of contrast-associated acute kidney injury or other secondary endpoints.
CORONARY COMPUTED TOMOGRAPHIC ANGIOGRAPHY AND 5-YEAR RISK OF MYOCARDIAL INFARCTION [14] Coronary computed tomographic angiography (CTA) improves diagnostic certainty in the assessment of patients with stable chest pain, its effect on 5-year clinical outcomes were unknown. In this open-label, [14] multicenter, parallel-group trial, investigators randomly assigned 4146 patients with stable chest pain who had been referred to a cardiology clinic for evaluation to standard care plus CTA (2073 patients) or to standard care alone (2073 patients). The primary endpoint was death from coronary heart disease or nonfatal myocardial infarction at 5 years. The 5-year rate of the primary end point was lower in the CTA group than in the standard-care group (2.3% [48 patients] vs. 3.9% [81 patients]; hazard ratio, 0.59). In this study, overall conclusion was that, the use of CTA in addition to standard care in patients with stable chest pain resulted in a significantly lower rate of death from coronary heart disease or nonfatal myocardial infarction at 5 years than standard care alone, without resulting in a significantly higher rate of coronary angiography or coronary revascularization. This is a new important finding that is in contrast to previous trials that have shown higher rates of invasive coronary angiography and coronary revascularization after anatomical imaging with CTA than after functional testing.
ALIROCUMAB AND CARDIOVASCULAR OUTCOMES AFTER ACUTE CORONARY SYNDROME [15] Despite the introduction of all current evidence-based treatments, patients who have had acute coronary syndrome remain at high risk for recurrent ischemic cardiovascular events. Before this study, the potential for a PCSK9 antibody to reduce cardiovascular risk after an acute coronary syndrome remains undetermined. In the ODYSSEY OUTCOMES [15] trial, investigators conducted a multicenter, randomized, double-blind, placebo-controlled trial involving 18,924 patients who had an acute coronary syndrome 1-12 months earlier, had a LDL cholesterol level of at least 70 mg/dl (1.8 mmol/L), a nonhighdensity lipoprotein cholesterol level of at least 100 mg/dl (2.6 mmol/L), or an apolipoprotein B level of at least 80 mg/dl, and were receiving statin therapy at a high-intensity dose or at the maximum tolerated dose. The primary endpoint was a composite of death from coronary heart disease, nonfatal myocardial infarction, fatal or nonfatal ischemic stroke, or unstable angina requiring hospitalization.
The median duration of follow-up was 2.8 years. Overall conclusion of the study was that among patients who had a previous acute coronary syndrome and who were receiving high intensity statin therapy, the risk of recurrent ischemic cardiovascular events was lower among those who received alirocumab than among those who received placebo. However, no significant differences between the trial groups were observed with respect to the risks of the secondary endpoints of death from coronary heart disease and death from cardiovascular causes. [16] (CULPRIT-SHOCK -ONE YEAR FOLLOW-UP)
O N E -Y E A R O U TC O M E S A F T E R P E RC U TA N E O U S CORONARY INTERVENTION STRATEGIES IN CARDIOGENIC SHOCK
Among patients with acute myocardial infarction, cardiogenic shock, and multivessel coronary artery disease, the risk of a composite of death from any cause or severe renal failure leading to renal-replacement therapy at 30 days was found to be lower with percutaneous coronary intervention (PCI) of the culprit lesion only than with immediate multivessel PCI in CULPRIT -SHOCK. Investigators [16] evaluated clinical outcomes at 1 year. At 1 year, death had occurred in 172 of 344 patients (50.0%) in the culprit lesion-only PCI group and in 194 of 341 patients (56.9%) in the multivessel PCI group (relative risk, 0.88). The rate of recurrent infarction was 1.7% with culprit-lesion-only PCI and 2.1% with multivessel PCI (relative risk, 0.85), and the rate of a composite of death or recurrent infarction was 50.9% and 58.4%, respectively (relative risk, 0.87).
Repeat revascularization occurred more frequently with culprit-lesion-only PCI than with multivessel PCI (in 32.3% of the patients vs. 9.4%; relative risk, 3.44;), as did rehospitalization for heart failure (5.2% vs. 1.2%; relative risk, 4.46). Overall conclusion of the study was, among patients with acute myocardial infarction and cardiogenic shock, the risk of death or renal-replacement therapy at 30 days was lower with culprit-lesion-only PCI than with immediate multivessel PCI, and mortality did not differ significantly between the two groups at 1 year of follow-up. [17] Heart failure and atrial fibrillation are common coexisting conditions, with atrial fibrillation increasing the risk of stroke, hospitalization for heart failure, and death. Investigators [17] randomly assigned patients with symptomatic paroxysmal or persistent atrial fibrillation who did not have a response to antiarrhythmic drugs, had unacceptable side effects, or were unwilling to take these drugs to undergo either catheter ablation (179 patients) or medical therapy (rate or rhythm control) (184 patients) for atrial fibrillation in addition to guidelines-based therapy for heart failure. All the patients had New York Heart Association Class II, III, or IV heart failure, a left ventricular ejection fraction of 35% or less, and an implanted defibrillator.
CATHETER ABLATION FOR ATRIAL FIBRILLATION WITH HEART FAILURE
After follow-up of 37.8 months, patients who were assigned to ablation were less likely to meet the primary composite endpoint of death from any cause or heart-failure-related admission or the secondary endpoints, which included death from any cause and death from cardiovascular disease. After 5 years, the LVEF had increased by 8% in the ablation group as compared with no increase in the medical-therapy group. In addition, 63% of patients in the ablation group were in sinus rhythm, as compared with 22% of those in the medical therapy group. Overall conclusion of the study was that catheter ablation for atrial fibrillation in patients with heart failure was associated with a significantly lower rate of a composite end point of death from any cause or hospitalization for worsening heart failure than was medical therapy. [18] This study examined the associations of clinic blood pressure and 24-h ambulatory blood pressure with all-cause and cardiovascular mortality in a large cohort of patients in primary care in Spain. Banegas [18] et al. analyzed data from a registry-based, multicenter, national cohort that included 63,910 adults recruited from 2004 to 2014 in Spain. During a median follow-up of 4.7 years, 3808 patients died from any cause, and 1295 of these patients died from cardiovascular causes. 24-h systolic pressure was more strongly associated with all-cause mortality (hazard ratio, 1.58 per 1-SD increase in pressure; 95% CI, 1.56-1.60, after adjustment for clinic blood pressure) than the clinic systolic pressure. Masked hypertension was more strongly associated with all-cause mortality (hazard ratio, 2.83; 95% CI, 2.12-3.79) than sustained hypertension (hazard ratio, 1.80) or white-coat hypertension (hazard ratio, 1.79). Ambulatory blood pressure measurements were a stronger predictor of all-cause and cardiovascular mortality than clinic blood-pressure measurements. The most important contribution of this study is that white-coat hypertension was not benign, and masked hypertension was associated with a greater risk of death than sustained hypertension. [19] In patients of chronic heart failure with reduced the left ventricular ejection fraction, the presence of severe secondary mitral valve regurgitation is associated with a poor prognosis. Obadia [19] et al. randomly assigned patients who had severe secondary mitral regurgitation (defined as an effective regurgitant orifice area of >20 mm 2 or a regurgitant volume of >30 ml per beat), a left ventricular ejection fraction between 15% and 40%, and symptomatic heart failure, in a 1:1 ratio, to undergo percutaneous mitral-valve repair in addition to receiving medical therapy (intervention group; 152 patients) or to receive medical therapy alone (control group; 152 patients). The primary efficacy outcome endpoint was a composite of death from any cause or unplanned hospitalization for heart failure at 12 months. Overall conclusion of the study was, among patients with severe secondary mitral regurgitation, the rate of death or unplanned hospitalization for heart failure at 1 year did not differ significantly between patients who underwent percutaneous mitral-valve repair in addition to receiving medical therapy and those who received medical therapy alone.
RELATIONSHIP BETWEEN CLINIC AND AMBULATORY BLOOD-PRESSURE MEASUREMENTS AND MORTALITY
PERCUTANEOUS REPAIR OR MEDICAL TREATMENT FOR SECONDARY MITRAL REGURGITATION
TRANSCATHETER MITRAL-VALVE REPAIR IN PATIENTS WITH
HEART FAILURE [20] It is established fact among patients with heart failure who have mitral regurgitation due to the left ventricular dysfunction, the prognosis is poor. Stone [20] et al. enrolled patients with heart failure and moderate-to-severe or severe secondary mitral regurgitation who remained symptomatic despite the use of maximal doses of guideline-directed medical therapy. Patients were randomly assigned to transcatheter mitral-valve repair plus medical therapy (device group) or medical therapy alone (control group). Of 614 patients who were enrolled in the trial, 302 were assigned to the device group and 312 to the control group. The annualized rate of all hospitalizations for heart failure within 24 months was 35.8% per patient-year in the device group as compared with 67.9% per patient-year in the control group (hazard ratio, 0.53). The rate of freedom from device-related complications at 12 months was 96.6%. Death from any cause within 24 months occurred in 29.1% of the patients in the device group as compared with 46.1% in the control group (hazard ratio, 0.62). Overall conclusion of this study was among patients with heart failure and moderate-to-severe or severe secondary mitral regurgitation who remained symptomatic despite the use of maximal doses of guideline-directed medical therapy, transcatheter mitral-valve repair resulted in a lower rate of hospitalization for heart failure and lower all-cause mortality within 24 months of follow-up than medical therapy alone. [21] PCI guided by fractional flow reserve (FFR) would be superior to medical therapy as initial treatment in patients with stable coronary artery disease. In this study [21] among 1220 patients with angiographically significant stenoses, those in whom at least one stenosis was hemodynamically significant (FFR, ≤0.80) were randomly assigned to FFR-guided PCI plus medical therapy or to medical therapy alone. Patients in whom all stenoses had an FFR of more than 0.80 received medical therapy and were entered into a registry. The primary endpoint was a composite of death, myocardial infarction, or urgent revascularization. A total of 888 patients underwent randomization (447 patients in the PCI group and 441 in the medical-therapy group). At 5 years, the rate of the primary endpoint was lower in the PCI group than in the medical-therapy group (13.9% vs. 27.0%; hazard ratio, 0.46 P < 0.001). The difference was driven by urgent revascularizations, which occurred in 6.3% of the patients in the PCI group as compared with 21.1% of those in the medical-therapy group (hazard ratio, 0.27). There were no statistically significant differences between the PCI group and the medical-therapy group in the rates of death (5.1% and 5.2%, respectively; hazard ratio, 0.98) or myocardial infarction (8.1% and 12.0%; hazard ratio, 0.66). There was no significant difference in the rate of the primary endpoint between the PCI group and the registry cohort (13.9% and 15.7%, respectively; hazard ratio, 0.88). Overall conclusion of this study was in patients with stable coronary artery disease, an initial FFR-guided PCI strategy was associated with a significantly lower rate of the primary composite endpoint Of death, myocardial infarction, or urgent revascularization at 5 years than medical therapy alone. [22] Patients with heart failure and a reduced left ventricular ejection fraction are at high risk for death and complications, despite the proven benefits of established medications and devices. Heart failure is associated with activation of thrombin-related pathways, which predicts a poor prognosis. In this double-blind, randomized trial, [22] 5022 patients who had chronic heart failure, a left ventricular ejection fraction of 40% or less, coronary artery disease, and elevated plasma concentrations of natriuretic peptides and who did not have atrial fibrillation were randomly assigned to receive rivaroxaban at a dose of 2.5 mg twice daily or placebo in addition to standard care after treatment for an episode of worsening heart failure. The primary efficacy outcome was the composite of death from any cause, myocardial infarction, or stroke. Overall conclusion of the study was that rivaroxaban at a dose of 2.5 mg twice daily was not associated with a significantly lower rate of death, myocardial infarction, or stroke than placebo among patients with worsening chronic heart failure, reduced left ventricular ejection fraction, coronary artery disease, and no atrial fibrillation. [23] Transthyretin amyloid cardiomyopathy is a life-threatening condition characterized by the accumulation of amyloid fibrils composed of misfolded transthyretin protein in the heart. In a multicenter, international, double-blind, placebo-controlled, phase 3 trial, [23] investigators randomly assigned 441 patients with transthyretin amyloid cardiomyopathy in a 2:1:2 ratio to receive 80 mg of tafamidis, 20 mg of tafamidis, or placebo for 30 months. In the primary analysis, all-cause mortality and rates of cardiovascular-related hospitalizations were lower among the 264 patients who received tafamidis than among the 177 patients who received placebo (P < 0.001). Tafamidis was associated with lower all-cause mortality than placebo (78 of 264 [29.5%] vs. 76 of 177 [42.9%]; hazard ratio, 0.70) and a lower rate of cardiovascular-related hospitalizations, with a relative risk ratio of 0.68 (0.48 per year vs. 0.70 per year). After 30 month, tafamidis was also associated with a lower rate of decline in distance for the 6-min walk test (P < 0.001) and a lower rate of decline in Kansas City Cardiomyopathy Questionnaire-Overall Summary score (P < 0.001). The incidence and types of adverse events were similar in the two groups. Overall conclusion of this study was in patients with transthyretin amyloid cardiomyopathy, tafamidis was associated with reductions in all-cause mortality and cardiovascular-related hospitalizations and reduced the decline in functional capacity and quality of life as compared with placebo. Reductions in cardiovascular-related hospitalizations were seen only after 9 months, and all cause mortality after 18 months, which may reflect the time necessary to influence the underlying pathology. [24] Lorcaserin, a selective serotonin 2C receptor agonist that modulates appetite, has proven efficacy for weight management in overweight or obese patients. Investigators [24] of this study randomly assigned 12,000 overweight or obese patients with atherosclerotic cardiovascular disease or multiple cardiovascular risk factors to receive either lorcaserin (10 mg twice daily) or placebo. The primary safety outcome was major cardiovascular events (a composite of cardiovascular death, myocardial infarction, or stroke), and the primary cardiovascular efficacy outcome was extended major cardiovascular events (a composite of major cardiovascular events plus heart failure, hospitalization for unstable angina, or coronary revascularization). A key secondary outcome was the development of new-onset type 2 diabetes. In this study, the patient population had a high burden of coexisting illnesses, including diabetes (in 57%), hyperlipidemia (in 94%), hypertension (in 90%), and chronic kidney disease (in 20%). At 1 year, weight loss of at least 5% had occurred in 1986 of 5135 patients (38.7%) in the lorcaserin group and in 883 of 5083 (17.4%) in the placebo group (odds ratio, 3.01;). Adverse events of special interest were uncommon, and the rates were generally similar in the two groups, except for a higher number of patients with serious hypoglycemia in the lorcaserin group. Overall conclusion of this study was, in a high-risk population of overweight or obese patients, lorcaserin facilitated sustained weight loss without a higher rate of major cardiovascular events than that with placebo.
FIVE-YEAR OUTCOMES WITH PERCUTANEOUS CORONARY INTERVENTION GUIDED BY FRACTIONAL FLOW RESERVE
RIVAROXABAN IN PATIENTS WITH HEART FAILURE, SINUS RHYTHM, AND CORONARY DISEASE
TA FA M I D I S T R E AT M E N T FO R PAT I E N T S W I T H TRANSTHYRETIN AMYLOID CARDIOMYOPATHY
CARDIOVASCULAR SAFET Y OF LORCASERIN IN OVERWEIGHT OR OBESE PATIENTS
